Introduction {#sec1-1}
============

Nodular fasciitis is defined by the World Health Organization as a benign and reactive fibroblastic growth extending from the superficial fascia into the subcutaneous tissue or muscle.\[[@ref1]\] The tumors are equally distributed between genders and are more common in the third to fifth decades of life.\[[@ref2]\] Lesions are small, solitary, and are commonly located on extremities occasionally on the trunk and infrequently on the head and neck. Oro-facial lesions involve the skin of the face, parotid gland, buccal mucosa, labial mucosa, and tongue.\[[@ref3]\] Nodular fasciitis is rarely diagnosed in childhood but appears in the head and neck region more commonly in children than in adults.\[[@ref4]\]

The etiology of nodular fasciitis is unknown. The role of trauma in initiating the lesion is doubtful.\[[@ref5]\] Prior to its recognition as a distinct entity, nodular fasciitis was often classified as some form of sarcoma usually liposarcoma, fibrosarcoma, or rhabdomyosarcoma. In 1955, Konwaler and associates published the first formal description of nodular fasciitis, naming it as subcutaneous pseudosarcomatous fibromatosis.\[[@ref6]\]

Case Report {#sec1-2}
===========

A 9-year-old male patient with no significant medical history reported to the Department of Pedodontics and Preventive Dentistry with a chief complaint of swelling in the left cheek since 1 month. The onset of swelling was associated with fever. It was initially of pea size and rapidly increased to the size of a marble, over a period of 1 month. It was not associated with pain or discomfort.

On extra-oral examination, the mass measured 3 × 3 cm and was located at the junction of middle and lower third of the face, 2 cm lateral to the angle of the mouth. The mass was freely movable and no ulceration was observed on the overlying skin. Intra-orally the swelling involved the buccal mucosa at the occlusal plane and extended from the distal aspect of first primary maxillary molar to the distal aspect of permanent maxillary first molar. Bi-digital examination revealed that the swelling was firm in consistency, mobile, and appeared to infiltrate the surrounding soft tissue. The mucosa overlying the swelling was intact. Intraoral examination also revealed dental caries in relation to mandibular left primary second molar.

Aspiration of the swelling did not show any contents. A radiograph of the intra-oral swelling, taken by placing an intra-oral film between the buccal mucosa and the posterior buccal surfaces did not show any radiopacity. Intra-oral periapical radiograph in relation to mandibular left primary second molar revealed deep dental caries involving the pulp. Ultrasonography of the left cheek was carried out. This showed a well demarcated solitary isolated tumor involving the buccal mucosa.

Surgical excision of the lesion was planned under general anesthesia. Prior to surgery routine blood investigations were carried out. After achieving general anesthesia with oral intubation, infiltration was given over and around the swelling with local anesthetic containing 2% adrenaline. A horizontal incision was made anteroposteriorly using electrocautery along the buccal mucosa and over the most prominent part of the swelling. The swelling was relieved all around from its mucosal attachment including the buccal pad of fat. The lesion was removed in toto using allies forceps. The excised mass was a pinkish white, nodular, nonencapsulated and measured 2 × 2.5 cm. Hemostatsis was achieved and the surgical site was closed with resorbable sutures. Post-operative instructions regarding the diet and oral hygiene practice were given.

Histopathological examination showed predominately spindle cells arranged in a nodular contour and appearing whorled. Individual cells showed vesicular nuclei with mild degree of pleomorphism and occasional mitotic figures. Also seen were diffusely scattered lymphocytes, polymorphs, and good number of congested blood vessels with plenty of extravasated red blood cells \[Figures [1](#F1){ref-type="fig"}--[7](#F7){ref-type="fig"}\].
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![Intra oral horizontal incision made antero-posteriorly using electrocautery along the buccal mucosa and over the most prominent part of the swelling](CCD-3-16-g003){#F3}

![Surgical exposure of swelling](CCD-3-16-g004){#F4}

![The excised mass was a pinkish white, nodular and nonencapsulated](CCD-3-16-g005){#F5}

![Haemostatsis was achieved and the surgical site was sutured with resorbable sutures](CCD-3-16-g006){#F6}

![Histopathological examination showed predominately spindle cells arranged in a nodular contour and appearing whorled is (a) ×10 and (b) ×40](CCD-3-16-g007){#F7}

Based on the history, clinical picture, and histopathological examination, the lesion was diagnosed as nodular fasciitis.

Dental treatment included oral prophylaxis, sealant application, and root canal treatment in relation to mandibular left primary second molar, followed by restoration with a stainless steel crown.

Discussion {#sec1-3}
==========

Benign fibrous tumors represent a group of clinical entities that are often difficult to diagnose. Nodular fasciitis is one such benign fibroblastic proliferation whose rapid growth and rich cellularity frequently cause the lesion to be misdiagnosed as fibroma, lipoma or sarcoma.\[[@ref2][@ref7]--[@ref9]\] Thus, when presented with a rapidly growing soft tissue tumor in a child, uncommon diagnoses need to be considered. Nodular fasciitis can be distinguished from these based on histopathological examination, molecular biology, and immunohistochemistry.\[[@ref10]\]

The absence of fat globules, areolar tissue and collagen strands differentiated it from lipoma. Also in fibroma there are bundles of interlacing collagenous fibers interspersed with varying number of fibroblasts or fibrocytes and small blood vessels.\[[@ref11]\] Nodular fasciitis is believed to occur as an unusual proliferation of myofibroblasts triggered by local injury or inflammatory processes. The myofibroblast is thought to be the cell of origin.\[[@ref5]\] Nodular fasciitis accounts for 0.025% of all pathologic diagnosis, with less than 4% of those cases occurring in children aged 0--9 years of age.\[[@ref6][@ref12]\]

Treatment of choice is complete resection, which may not always be possible. Partial excision is acceptable as any residual lesion may resolve spontaneously.\[[@ref13]\] Recurrence is rare with a low recurrence rate of 0.4% to 1%.\[[@ref8]\] Any recurrence could indicate an error in initial diagnosis. In the present case, on the 4th day following surgical excision, a diffuse inflammatory type of swelling was observed over the operated site. Pus was drained intraorally and its culture showed moderate growth of Klebsiella species. The patient was prescribed augmentine 375 mg twice daily for 5 days, following which the swelling subsided. Ten days later there was resorption of the sutures and the operated site had healed uneventfully. The patient continues to be under observation and has shown no signs of recurrence.

Conclusion {#sec1-4}
==========

This case demonstrates that although infrequent in children, nodular fasciitis should be considered in the differential diagnosis of facial tumors for an accurate diagnosis and timely treatment.
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